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I. Carcinoma of Femai.f. Urethra. 


C ASE I.— Carcinoma of the Female Urethra treated by Supra¬ 
pubic Cystotomy a Deux Temps , Excision of the Urethra and 
Vesical Neck, and Closure below of the Resected Bladder .— 
Mrs. H., aged fifty, with no family history of cancer, entered St. 
Mary’s Hospital July 24, 1S93, seeking relief from carcinoma of the 
urethra and adjacent parts. Eighteen months previously a hard 
nodule about the external meatus had attracted her attention, and 
during the following five months had steadily grown to a considerable 
size, accompanied by pain, irritation, and, latterly, foul, ichorous dis¬ 
charge. She then, June, 1892, consulted an esteemed colleague, who 
diagnosticated carcinoma and very freely removed the growth, the pa¬ 
tient being fully relieved for ten months, when ichorous discharge and a 
slowly-growing tumor reappeared in the same locality. After July 1, 
1893, growth and ulceration were very rapid, accompanied by sharp 
lacerating pains and, latterly, by great urinary disturbances. On her 
entry into the hospital, July 24, the anterior vulvar commissure was 
occupied by a fungoid growth involving the clitoris, nvmphx, urethra, 
and anterior vaginal wall, back to the base of the bladder. The 
urethra was completely involved, and catheterization was very diffi¬ 
cult. The superior chains of superficial inguinal glands on both 
sides were greatly infiltrated. Clearly the disease had progressed 
beyond hope of eradication. The only question was as to the abate¬ 
ment of symptoms, possibly some retardation of the disease. 

It was proposed first to change the water-course by making a 


1 Read before the Minnesota Valley Medical Society, December 5, 1893. 
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permanent suprapubic drainage and to remove the infected inguinal 
glands, then by a second operation to remove the primary mass 
entirely by taking away the nymph®, clitoris, vestibule, urethra, and a 
portion of the anterior vaginal wall, back to and including an inch 
of the vesical neck and to close the bladder from below. It was thus 
hoped to get rid of the painful ulcerating and foul external growth, 
prevent urinary complications already threatening,— e.g., retention, 
later incontinence, and cystitis. Recurrence appeared more probable 
at a distance with less distressing symptoms than in situ, where it must 
of necessity prove most disagreeable. 

The patient and Dr. J. W. Byrnes, who kindly referred her to 
me, approving of the proposition, July 25, the first stage of the opera¬ 
tion was carried out by a median incision carried down to the bladder, 
the wall of which was anchored to the skin by two stitches and the 
wound stuffed with iodoform gauze. The infiltrated glands were then 
quickly removed as thoroughly as possible. The vesical wall was 
thus anchored to the abdominal walls because the organ tended to 
fall so deeply away from the abdominal wall even when moderately 
distended, and when empty falling three or four inches below the 
point at which it was desired to establish the permanent opening. 
This fixation of the viscus appeared to interfere with the action of 
the detrusor as retention followed, and was relieved with difficulty by 
catheterization, from which moderate cystitis followed. 

On the fifth day, the suprapubic wound having granulated well 
without trace of pus in it or the extensive inguinal wounds, the blad¬ 
der wall was incised and a small area more accurately coapted to the 
skin at the upper end of the former incision. A large catheter, 
passed to the fundus and fixed to the dressing so that the distal end 
fell below the bladder level, served as a very complete drain. The 
growth was removed by an incision through the internal border of 
each major labium down to the pubic ramus, everything being cleared 
away from the bones for two inches downward, thence back to one 
inch behind the internal meatus urinarius. The anterior bladder 
wall was carefully coapted to the posterior by twenty silkworm-gut 
sutures, and the vagina and labia so approximated as to nearly close 
in the resected area. On the twelfth day the bladder sutures were 
removed, the parts being fully healed ; no urinary leakage at any 
time took place. The patient was never wet by the suprapubic 
drainage, and left the hospital on the seventeenth day after the second 
operation. A short stem was worn in the suprapubic opening to 
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insure a patulous condition of the newly-formed fistula, and by using 
a catheter four or five times in the twenty-four hours she was com¬ 
fortable and in perfect control of the urine, never being soiled by 
overflow day or night. Of the immediate results it may be said they 
were all that could be desired. As to the total gain to the patient, 
but three and a half months having elapsed little may be justly said. 1 

Recurrence is, of course, to be anticipated, but under analo¬ 
gous circumstances relapse lias been known to be unexpectedly 
delayed, and then with no local return. Local recurrence will, 
we may justly hope, be longer delayed, as the incisions went 
wide of any suspicious tissue and the growth was of a form that 
extends locally by pretty well-marked lines. It is the great in¬ 
volvement of distant lymphatics which presage return, first, 
because it is not probable that absolutely' all were found and re¬ 
moved; second, even so, who may’ predict the extent of dissemi¬ 
nation to internal organs ? The glands involved here are those 
involved by carcinoma of the penis. A momentary' digression 
may be pardoned to contrast two cases of that form of the dis¬ 
ease as showing the unpredictable variations in the behavior of 
carcinoma. In one, a most advanced carcinoma of the glans 
penis, removed six years ago with faint hope, has never to this 
day returned, while the most superficial epithelioma of the glans 
which I have seen, recognized in the very' earliest stages, when 
none but an excellent diagnostician would suspect, and the most 
experienced were inclined to hesitate before pronouncing so slight 
an infiltration of the upper lay'ers of the skin, malignant. Despite 
early' recognition, prompt and free removal, without local return, 
it had already' sown far and wide the malignant seed by' the un¬ 
recognizable lymphatics, and the patient succumbed in less than 
a year. Again, two years after the removal of a cancerous male 
breast and suspicious axillary glands, without trace of return in 
either location, lung symptoms have led to examination only' to 
reveal greatly'-involved mediastinal glands. Complete and free 
local removal, especially in certain forms of carcinoma, is more 
sure of local than of general cure. 

1 January 1, 1894.—A report just received from the patient indicates her present 
condition to be satisfactory and comfortable. 
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So far as known, the procedure adopted in the above case is 
without precedent in the treatment of carcinoma of the female 
urethra and vesical neck. Periurethral carcinoma in the female 
is apparently a rare affection, but if those cases be included in 
which malignant disease of the vulva involves the urethra, cases 
are considerably more frequent. In such, should it be desirable 
to remove so much of the urethra as to render the bladder incon¬ 
tinent, a course similar to that here practised might prove useful. 
Indeed, might it not be desirable, in some unusually troublesome 
cases of incontinence in females from injury or overstretching of 
the sphincter, to close the bladder below and give a suprapubic 
exit to the urine ? I have now in mind one case which was re¬ 
peatedly turned away as without hope of relief, to which I would 
now venture to suggest such a measure. It must be remembered, 
however, that permanent suprapubic exits for urine vary greatly 
in the ease and comfort of their management. In capacious 
bladders, with fairly normal walls, a high opening may be of 
very easy management. With inflamed, hypertrophied walls a 
suprapubic opening may be very unmanageable, with an over¬ 
flow even more unbearable than the constant leakage from the 
normal opening. I should think the suprapubic fistula, with 
reasonable care, need not more predispose to cystitis than a 
patulous urethra ending in a culture-field of moist filth. 

This case may serve to call up other interesting queries. 
First, as to the advantages of operating in two stages. Just how 
wide a range of usefulness this procedure in suprapubic inva¬ 
sions of the bladder will ultimately achieve, perhaps only time 
will tell. In certain cases, however, there can be no possible 
doubt of its great utility in lessening some of the dangers and 
difficulties of the operation. When the work to be done is the 
simple establishment of a permanent drainage, there is surely 
much to gain and nothing to lose by this method which renders 
the cystotomy extremely simple and safe. Even retention need 
not debar it, as the bladder may be aspirated for a few days, if 
necessary. Indeed, it is probably to be regretted that this was 
not resorted to in the above case in preference to difficult cathe¬ 
terization through an ichorous mass with resulting cystitis. In 
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this case, though a very simple one by any method, the bladder 
falling away from the anterior abdominal wall showed that a 
large and dangerous cavum Rctzii stood ready to receive infiltra¬ 
tion and infection. Proceeding by two stages these dangers are 
practically avoided. Second, in case of difficulty in avoiding the 
peritoneal fold, its incision need not materially increase the dan¬ 
gers of suprapubic cystotomy performed in two stages. Enthu¬ 
siasts may declare that the peritoneum is easily avoided, but, as 
will be pointed out in Case III, there may occasionally be rela¬ 
tions such that its incision is unavoidable, while less rarely for 
the varied indications for which we now wish to enter the blad¬ 
der by this route, either considerable time is sacrificed, the fold 
is possibly opened and sewed up again, often, it is true, without 
injury, or the prevesical tissues are much disturbed and torn up, 
all three of which alternatives it is obviously desirable to avoid. 
These very decided advantages must be awarded to this method. 

In operations for enlarged prostate and vesical tumors it 
would seem less available, because of the often necessarily exten¬ 
sive incisions to gain working access, and the rough handling 
which the granulating surfaces must often receive. However, 
as such operations are frequently in part exploratory, ending in 
temporary or permanent drainage, rather than in completion of 
extensive and dangerous operation, it would appear that such a 
simple precaution which could do no harm further than an addi¬ 
tional anaesthesia in case of radical procedure at the second 
operation might be, as a rule, adopted. 

II. Boxy Sequestrum in Cavity ok Bladder. 

Case II .—Persistent Vesical Hccmaturia and Cystitis ; Explor¬ 
atory Suprapubic Incision ; Sequestrum of Bone found in Bladder .— 
F. K., painter’s apprentice, German, aged twenty-two; his family 
history was excellent; father, mother, and six brothers, all very healthy; 
there was no tuberculosis even in remote relatives so far as he knew ; 
the patient, a robust, muscular young man of excellent habits, had 
never been sick until the present trouble began. About six months 
before coming under observation (early in May) he began to be 
annoyed by moderate frequency in micturition by night and by day. 

3 ° 
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On two occasions, during the first month of his disease, he had 
attacks of severe pain in the left side as well as in the bladder, and 
had to quit work for the day, but gave no further history of pain in 
the loins, either before or since. After four weeks of this slight uri¬ 
nary disturbance he began to jiass bloody urine. The htematuria, 
though very persistent, was never great. The first part of the urine 
was often clear, but at the end more or less blood always appeared, 
and the last portion of urine uniformly contained more blood than 
the first. The frequency in a few weeks reached about every hour 
and a half, and was slightly greater by day than by night. When he 
first presented himself, early in May, the urine was acid, always con¬ 
tained blood in sufficient quantity to give a claret or coffee color to 
the urine, with considerable mucus and pus, and was usually of offen¬ 
sive odor. The frequency of micturition ranged from one to two 
hours day and night, urination precipitant, with the acme of pain 
after urination. The attacks of pain in the loin gave some evidence 
of the possibility of stone. Careful sounding revealed none, but 
showed a bladder very irritable and tender, somewhat thickened, 
especially at the fundus, and the instrument greatly increased the 
bleeding. The age, previous health, history, absence of urethral 
infection, and results of palpation with the sound, seemed to lead to 
diagnosis of villous tumor, almost positively, by exclusion. He was 
anesthetized for better examination with confirmation of above 
results, but a faint hope of being able to make a cystoscopic exami¬ 
nation while under chloroform proved futile for the following reasons : 

(1) Instrumentation so increased the hemorrhage that the most 
rapid washing and examination could not preserve a transparent 
medium. 

(2) Anesthesia pushed to farthest limits of safety failed to suffi¬ 
ciently quiet the detrusor for the retention of three ounces of water, 
or prevent a tremor of the body, which alone would have rendered 
reliable cystoscopic examination exceedingly difficult. 

After three weeks of medical treatment to abate the cystitis, with 
little, if any, good result, and no further light as to the diagnosis, he 
entered St. Mary’s Hospital for operation May 31. He was found 
then to be suffering from typhoid fever, and surgical interference was, 
therefore, postponed. 

During the fever the htematuria was much increased. By August 
7 he had regained his former health, except being twenty-two 
pounds under his former weight of 149 pounds, and entered St. 
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Anthony's hospital for operation. After four days of preparatory 
treatment, August 11, suprapubic cystotomy was performed with 
considerable difficulty, owing to the inability to distend the bladder. 
All through the operation it was found impossible to so chloroform 
the patient as to paralyze the detrusor, or prevent a certain tremor of 
the body when the detrusor was distended. More than three or four 
ounces were so strongly repelled that it was not thought safe to use 
further force. The bladder, though not rising above the pubes, was 
reached after considerable trouble and careful pulling up of the peri¬ 
toneum. On opening it, judge of my astonishment in finding the 
only thing never thought of,—viz., a sequestrum of bone about three- 
fourths of an inch long, one-half inch wide, and one-eighth inch 
thick, much macerated by long immersion in urine, and so soft and 
slimy with mucus and blood that it failed to give any recognizable 
sensation to the searcher. Exploration with the finger detected the 
site of its origin on the posterior surface of the right pubic bone. The 
vesical mucosa was everywhere injected and inflamed, but the has fond 
was most severely affected, being superficially eroded. Evidently the 
spicular sequestrum had been hourly squeezed down against the vesi¬ 
cal neck for months. Doubtless it was becoming softened and dis¬ 
solved, possibly in time it might have become disintegrated, and 
spontaneous cure have resulted. The bladder needing drainage the 
walls were stitched to the skin, a double soft-rubber tube of good 
calibre carried near to the fundus vesica:, tightly packed about by 
iodoform gauze, and the viscus drained and washed. The drainage 
was kept up until October 3, perhaps longer than necessary, though 
it was not until then that the urine was free from traces of blood and 
muco-pus in slight quantity. The bladder having been so contracted 
and deep in the pelvis, and its walls drawn up to the skin, the latter 
had become very firmly adherent to the thick muscular abdominal 
wall. On October 3 these were pretty thoroughly, but not quite 
completely, dissected away. The vesical walls were carefully approx¬ 
imated with silkworm-gut sutures, and the wound above left un¬ 
stitched, but stuffed with gauze, to guard against infiltration in case 
of possible leakage, as well as to allow removal of the non-absorbable 
sutures. There was no leakage, and the wound granulated so rapidly 
that the stitches were lost before I was aware of it. Though consid¬ 
erably concerned as to the fate of these stitches, they remain to-day, 
a little over two years, without disturbance. At the end of ten days 
the patient left the hospital, and has remained well. For the first 
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three or four months the bladder was evidently teased and disturbed 
by the abnormal attachment to the abdominal wall resulting first from 
not fully relieving all its adhesions ; second, from the new one formed 
by healing the abdominal wound by granulation. Lately this dis¬ 
comfort, felt when the detrusor completely contracted, appears to have 
fully subsided. However, I believe it would be better to avoid such 
abnormal fixations. 

In this case it is evident that the diagnosis could not have 
been made, probably not even suspected, without a direct or in¬ 
direct intravesical inspection. The method of cystoscopy, now 
doing so much for bladder diagnosis, must usually fail in such 
instances. Perhaps at an early date in the disease it might have 
proven practicable. But the scoffers at cystoscopy may ask 
qui bono? Simply this, could it have succeeded, the perineal 
boutonniere would have been fully competent for relief of the 
trouble. It could have been well performed in a few seconds in¬ 
stead of in this case by a tedious and prolonged operation. It 
is certainly far less dangerous. It would have required no second 
operation and would have left no adhesion of the bladder to the 
abdominal wall. The patient lived, but took more risks. He 
had more discomfort and his attendants had more work than the 
simpler operation would have entailed. This was a necessary 
contribution to unavoidable uncertainty in diagnosis. Tumor 
being with most probability anticipated, it was only right to ex¬ 
plore by a method fully competent to its management after its 
discovery. It, in a small way, emphasizes the great value of cys¬ 
toscopy in the considerable range of cases to which it is now ap¬ 
plicable. Lastly, there appears absolutely nothing in the health 
or history of the patient to account for this limited necrosis on 
the posterior aspect of the pubic ramus. 

III. Tumor of Ischium Compressing Prostatic Urethra. 

Case III .—A Huge Ossifying Enchondroma of the Pelvis ; Long 
symptomatically Simulating Prostatic Hypertrophy; Final Complete 
Urethral Obstruction relieved by Permanent Suprapubic Drainage; 
Unavoidable Opening of the Peritoneum. 
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In 1885 I casually examined D., a Bohemian laborer, aged 69, 
being sent by my brother to relieve a retention which had recently, 
for the first time, occurred, though some vesical irritation and loss of 
detrusor power had previously been observed. Catheterization was 
easy. A rectal palpation was made, of which it is only remembered 
that the impression remained of the largest, hardest, and most globu¬ 
lar prostatic hypertrophy which I had ever encountered. The mind 
was prepared for this erroneous diagnosis, the visit but a hasty one 
and not repeated, but the tumor must at that time have occupied the 
prostatic location very accurately, for the wholly unusual feel which 
was sufficiently recognized as incongruous, made a lasting impression, 
which still appears as fresh as if it were but yesterday. I reported 
the enlargement to be prostatic, but of such peculiar form and hard¬ 
ness as to lead me to suspect some new growth rather than the usual 
so-called hypertrophy. Catheter life was continuous from that day, 
and after some six years of more or less trouble in self-treatment until 
1890 with soft catheters, later stilt instruments being required to pass 
the perineum, he came under my observation when self-catheteriza¬ 
tion was no longer possible. For a time Dr. J. B. Dunn was enabled 
to get a catheter into the bladder, but later the route was completely 
blocked by a large irregular and very hard tumor, which now nearly 
fdled the pelvis and bulged out towards the perineum, while an irreg¬ 
ular mass projected above the pelvic brim into the abdomen and a 
large offshoot escaping from the obturator foramen presented as a 
fist-sized mass on the inner aspect of the left thigh. Locomotion 
was impossible from interference of the projections of the growth, and 
rough and unclean catheterization had led to cystitis and periurethral 
suppurations. 

In establishing suprapubic drainage it was not possible on 
account of outgrowths of the tumor in the prevesical space to avoid 
the peritoneum, and in cutting down on the bladder that membrane 
was twice incised. Before opening the bladder, the parietal peritoneum 
was carefully stitched to that of the bladder about an inch from the 
proposed opening, the urine sufficiently withdrawn by aspiration to 
relieve the tension of the bladder, so that its walls could be drawn out 
like the short snout of a tea-pot, and finally sutured to the skin in 
the upper part of the incision. The remainder of the abdominal 
wound being closed by deep sutures. A large catheter, as in Case I, 
served to keep the bladder drained, especially by pumping out every 
two or three hours by attaching a glass syringe to the catheter, just 
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as abdominal drainage-tubes are evacuated. The wound was thus not 
contaminated and readily healed. A fistula just the size of a large 
catheter high up towards the umbilicus served the patient well so far 
as the urinary function was concerned for ten months, when the long 
bedridden and poorly cared-for patient succumbed to an attack of 
pneumonia at the age of seventy-six. 

The examination of seven years before had left so strong an im¬ 
pression of the prostatic origin of the growth that I was very loth to 
surrender my first impression. After careful dissection it was difficult 
to decide its precise origin, but the prostate lay intimately embedded 
in a part of the growth. Sections through tumor and prostate finally 
showed the latter organ normal in size and structure, and, though the 
tumor was attached to various parts of the pelvis, its origin seemed to 
be from the inner surface of the left ischium. 

This case is reported on account of the character of the 
growth,—structurally benign, yet, from its location, relatively 
malignant,—and especially on account of its early semblance to 
prostatic enlargement. It is, further, an illustration of the occa¬ 
sional instance in which it is practically impossible to avoid the 
peritoneum in high cystotomy. I had not considered operation 
by two stages at that time. To those inexperienced in cystotomy 
under varying circumstances, cases like this might appear to 
argue against the necessity of making two stages in such an 
operation. While I would now delay the bladder incision in 
such a case, aspirating a few times through the exposed wall as 
a further precaution against contamination of the wound, it must 
be remembered that the conditions were here more highly favora¬ 
ble to immediate opening than is the rule in cystotomy. The 
bladder was large and atonic, so that several ounces of urine 
could collect before danger of any gross overflow could occur. 
Any microscopic contamination was cared for by iodoform and 
two rows of fine suturing. Under such circumstances, not only 
is suprapubic cystotomy commonly fairly easy of performance, 
but the after care is quite simple, and the comparative control of 
the urine, by various means, easy, comfortable, and complete. 

Indeed, it would appear that the great variety of opinion 
expressed upon the desirability, the ease, the simplicity of after- 
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management, and the comfort in results of suprapubic bladder 
operations, arise from conclusions drawn from too brief expe¬ 
rience with quite different vesical conditions. One tells of the 
ease and simplicity, another of the comparative difficulties en¬ 
countered in such procedures. One speaks of siphon-draining as 
being as easy as lying, another discards such arrangements as 
delusions and snares. Another, with the surgical optimism of 
the day, speaks of suprapubic invasion of the bladder as a mere 
bagatelle, while there is little or nothing decisive to indicate that 
the mere opening of the bladder above the pubis is less danger¬ 
ous than the old lateral perineal lithotomy incision, if, indeed, the 
evidence be not still in favor of the latter. That question, how¬ 
ever, is dead. Lithotomy is not a lost, but practically an obso¬ 
lete art. Suprapubic cystotomy has arisen for new indications 
which advancing surgery is hastening to meet. It remains for 
us to more fully master its technique, especially the modifica¬ 
tions necessary under the greatly-varying circumstances to which 
the procedure is applied. It is plain that more accurate and 
detailed diagnosis before operation is necessary to the uniform 
choice of the safest methods in bladder surgery, as well as to 
greater uniformity of opinions upon vesical operations, and the 
building of statistics of worth as guides to judgment. The 
cystoscope is destined to add to the considerable achievements 
already wrought by its use; but a more accurate and wide-spread 
knowledge among the profession of vesical disorders, and the 
simple means of complete diagnosis, still quite generally neg¬ 
lected, must do even more, since they are of more ready and 
universal application than indirect illumination. 



